Aims and objectives: To examine emotional support given by nurses to family members in the acute phase after a working-aged patient's stroke based on nurses' and family members' experiences.
| INTRODUCTION
There are national and international guidelines which give instructions on how to care for patients who have had a stroke, and following these guidelines has a positive influence on the treatment outcomes of stroke patients (Meretoja, 2011) According to Mathers et al. (2017) , 15 million people suffer from stroke worldwide each year, and of these, over 6 million die. The prognosis of a patient who has had a stroke has improved due to effective acute care, rehabilitation and secondary prevention, which results in patients living longer with poststroke sequelae.
This study offers a new insight into family nursing research by looking at emotional support with a focus on the acute care of the family member. There are few studies about emotional support in this context, and it is usually seen as part of the social support process. Social support involves tangible, emotional and informational support (Schaefer, Coyne, & Lazarus,1981) . Even a mild stroke has an impact on the everyday life of family members and their quality of life (Tellier, Rochette, & Lefebvre, 2011 ).
| Background and significance
For example, in USA each year average 795,000 people experience a stroke (Mozaffarian et al., 2016) .
According to earlier studies (Coco, Tossavainen, Jääskeläinen, & Turunen, 2013; Mattila, Kaunonen, Aalto, & Åstedt-Kurki, 2014; Mitchell, 2009 ), emotional support is important to family members. House (1981) states that emotional support involves the provision of care, empathy, love and trust. Emotional support is a nursing intervention, which aims to respond to the support needs of the family member. It is a part of high-quality nursing care, and it may reduce feelings of shock and distress that often family members following a loved one's stroke (Cameron & Gignac, 2008; Vandall-Walker, Jensen, & Oberle, 2007) .
It is important to family members that they have an opportunity to speak with the nurse and that nurses have enough time to listen (Arango-Lasprilla et al., 2010) . However, there is also research that reports that family members do not always get emotional support, even if they needed it (Rossetto, Lannutti, & Smith, 2014) . In acute care, nurses are by the patient all the time taking care of their condition and vital functions. It has been noted that nurses' ability to discuss and empathise with family members will strengthen their ability to take better care of both family members and patients (Sauls & Warise, 2010) .
The interaction between family members and nurses is very important, and it will help the family members to go forward in their lives (Åstedt-Kurki et al., 2008) . When thinking about the life situation of the patient's family members after the stroke, it is important to remember that they are often living in a state of chaos. The world outside the stroke experience loses meaning for the family members, and they may experience loneliness. This time also includes high anxiety, shock and family members began to recognise what has happened (Greenwood & Mackenzie, 2010; Lutz, Young, Cox, Martz, & Creasy, 2011) . During the first weeks, it is important to them that the sick person receives the best care possible (Lehto, Kylmä, & Åstedt-Kurki, 2013; Wallengren, Friberg, & Segersten, 2008) . Family members may behave different ways; they can keep themselves very calm or react being angry or very sad. They can also have feelings of guilt or anger (Coco et al., 2013) .
Despite these circumstances, they must stay strong. It is therefore apparent that it is not always easy to go forward in your own life when a nearest one has fallen ill (Lehto et al., 2013) .
Given the impact of stroke on family members, the purpose of this study is to examine emotional support given by nurses to family members in the acute phase after a working-aged patient's stroke based on the experience of nurses and family members. This research article is based on the dissertation research named Caring interaction (Lehto, 2015) .
| The aims and objectives of the research
The purpose of this study was to examine emotional support given by nurses to family members in the acute phase after a workingaged patient's stroke based on nurses' family members' experiences.
This study explores the core category termed as caring approach of nurses interacting with family members. In this study, acute phase means patient's treatment period in the ward immediately after stroke. The treatment in the ward lasted average 2 weeks.
| METHODOLOGY
Qualitative grounded theory was used to examine emotional support given by nurses to family members in the acute phase after a workingaged patient's stroke based on the experience of nurses and family members. Glaserian grounded theory (GT) was selected as the research method because it is a general research method using different types of data (Glaser, 1978) . In addition, Charmaz (2011, xii) states that when using GT in qualitative analyses of interviews, it can help you to make your work more insightful and incisive. She continues that GT fosters creating an analytic edge to your work too. GT is usually used to subject where research is nonexistent or scant or a new point of view is wanted. When using this method it is possible to generate concepts and find connections between them. To obtain this information, it was What does this paper contribute to the wider global clinical community?
• Getting emotional support when needed from the nurse is not always obvious.
• Using intuition is important for nurses when providing emotional support to family members.
• Emotional support consists of multifarious emotional states.
• Family members are an important part of the patient's care and usually need emotional support.
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| 301 natural to ask about it from people who had personal experience of this important and sensitive subject (Glaser, 1978) . In addition to this, GT is a flexible method allowing researcher to identify issues of concern to people and analyse their behaviour due to this concern (Artinian, Giske, & Cone, 2009) . GT is based on social interactionism, which has a focus on the interactions between people. It is an inductive research approach, which helps people understand human diversity (Benoliel, 1996; Oliver, 2012) . In this research, the focus was on the interaction between family members and nurses.
| Ethical consideration
After ethical statement was obtained from the university hospital of research area, the permission to conduct this study was obtained from a local central hospital. In the covering letter, there were statements about the anonymity of the participants, voluntary nature of the participation and informed consent. Places for conducting interviews were not declared. In addition to this, participants were informed about the study details and interview data were used only for research purposes.
| Recruitment
All family members included this study were adult family members of working-aged stroke victims. Their age was 18 years and over but not older than 63 years. They all have experience about interacting and communicating with nurses. They all have been at hospital with their loved one during acute stage of caring process.
After ethical approval, there were some difficulties in finding family members who wanted to participate. It emerged that family members were only ready to participate about 6 months after the patient had suffered their stroke. The subject of the research was so sensitive to family members that it was easier for them to talk about it after their daily life was settled down. In order to get participants to interview, researcher published an announcement in a local newspaper. In this way, most of the family members participating in this study were found. The rest of the family members were reached via the coordinator of stroke patient care at the local central hospital.
She gave the contact information of the researcher to family members. They contacted the researcher if they wanted to participate.
Nurses were recruited from a local central hospital. One group of nurses participating in this study was from a rehabilitation ward. This was since these nurses have a work rotation between acute and rehabilitation ward, so they all cared for stroke patients. The researcher participated clinical meetings with nurses and told them about this research.
| Data collection

| Interview processes
When meeting the family members and the nurses, the aims and the objectives of the study were communicated and they were informed of their right to interrupt their participation in the study at any point.
Participation in the study was voluntary. Their acceptance to record the interviews was confirmed. Also, their anonymity was guaranteed and their informed consent was signed before their interviews.
Open individual interviews of the family members (n = 17) of stroke patients were conducted at the participants' home or some other place like in the meeting room of a local healthcare centre.
There were also situations where it was easier to talk about the subject without patient's presence. In the ethical approval, no restrictions were mentioned to where interviews were to be conducted.
The pair and group interviews of nurses (n = 12) were conducted in the meeting rooms of their respective hospitals. Number of participants varied between two and four in these interviews.
| Data analysis
| Theoretical sampling
Theoretical sampling is a process in data collection to construct a substantive theory (Glaser, 1978) . This means while collecting and analysing the data it "showed the way where to go next." After every interview, the data were coded and memos were written. Coding means generating of categories and their properties by constant comparison of incidents and categories (Glaser, 1998) . According to Charmaz (2011, 45) , coding generates the bones of your analysis shapes an analytic frame from which you build the analysis.
The researcher can decide what kind information is still needed
and also where to find it. This was the way how the content of data was saturated after every interview conducted with family members and nurses. Saturation means that the concepts were completed and also the gap in the emerging theory was almost filled perhaps not entirely. Theoretical sampling keeps up the motivation to continue on with data collection (Glaser & Strauss, 1967) . Theoretical sampling was achieved by choosing participants and finding during analysis those point of views where more information was needed (Glaser, 1978) . This was also how the substantive theory begun to emerge from the data. According to Glaser & Strauss (1967, 79) , substantive theory means that it is grounded in research on one particular substantive area, it might be taken to apply only to that specific area. In this research that specific area is Caring Interaction with working-aged stroke survivors' family members-family members' and nurses' perspectives in acute care.
Contents of interviews were continuously compared during the research process. Steps in GT analysis are presented in Table 1 .
| Data coding
Open coding is part of the analysis where all significant events and processes are denoted. In this study, Atlas.ti was used. In open coding, those significant expressions are named according to their content, and later, they will be moved to more abstract level. The researcher familiarises oneself with the data by listening to the taperecorded interviews, transcribes them and reads the transcribed data.
The data are divided into smaller entities which are significant for the phenomenon studied. Analysis includes asking questions from the data; what is happening here and at same time collecting new data and analysing it. Open coding ends when the core category is found (Glaser, 1978) . In open coding, expressions are named so that the name describes their content and they are called substantive codes. Based on their properties, substantive codes are grouped under subcategories, which are named according to their properties.
Comparison of substantive codes continues as long as new properties are found. Substantive codes conceptualised the empirical contents of the data and bound the fragmented data together (Glaser, 1978) . (Table 2 ). This continued until no new properties were found. Subcategories were then named.
Selective coding is the other phase of coding, and it started after finding the core category. The coding is limited to those categories which relate to the core category (Glaser, 1978) . Selective coding started after the core category the caring approach of nurses when interacting with family members was identified in open coding. Comparison of subcategories and their properties and collecting them under categories which were formed around core category were done. The researcher had to return many times in original data of family members and nurses to check the content of the subcategories. During the selective coding, analysed notes were shared T A B L E 1 Steps in GT analysis according to Glaser (1978 Glaser ( , 1998 
Analysis
Phase of analysis In this study
Theoretical sampling
• Data collection based on the analysis of previously collected data: what data are needed and where to find it; collecting relevant data in relation to the development of the theory.
• Interviews/data collection relevant to earlier data.
Continuous comparison, memo writing, drawing mind maps
Open coding
• Part of the analysis where the data are cleared and remarkable incidents/phenomenon/processes are named. Open coding will be stopped when the core category has been found.
• In open coding, expression will be named according to its' content, which will later export to more abstract level. At the same time, their properties are search and named.
• According their properties, substantive codes are grouped under categories, which are named by their properties (Glaser, 1978) . A category is a higher level concept than property.
• Reading the data, listening interviews.
• Denoting remarkable expressions relevant to the phenomenon under investigation using Atlas.ti.
• Connecting same kind of expressions to substantive codes.
• Asking questions from the data: "What is happening here?" "What is this incident connected with?" • Comparing their properties.
• Moving expressions/substantive codes to Word file.
• Naming categories and their subcategories.
• Finding the core category Selective coding
• This step begins after core category has been found. It is the second part of coding process, and it is limited only to the categories that are connected to the core category. The core category controls emerging theory and data collection.
• Moving back to the original data and verifying the contents of subcategories.
• Comparing the contents of subcategories.
• Sorting analysed memos under categories.
• Naming the core category.
Theoretical coding
• Sorting theoretical memos according to their substantive and theoretical codes rising from their categories.
• Ties together the elements of the theory emerging from the data.
• Comparing categories and their contents.
• Finding causal relationships and naming theoretical codes using "work hypothesis." • The theory emerges around the core category.
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Theoretical coding means that theoretical memos, written during analysing process, and are sorted according to their substantive and theoretical codes arising from their categories. Categories and their
properties are compared to each other. Theoretical codes were formed by searching causes and consequences. When connecting causes and consequences "working," hypotheses were used. Their content was born from substantive codes and relationships between them. The theory was compiled around the core category (Glaser, 1978) .
During theoretical coding, categories and their contents were compared to each other. At the same time, causes and consequences between them were searched for. Theoretical codes were formed.
The substantive theory was formed around the core category. The final theory was formed using these concepts and their connections (Glaser, 1978; Hernandez, 2010) . The notes written during the open coding helped to link "the pieces" of the resulting theory together.
Theoretical coding "waves" the pieces of the theory together (Glaser, 1978) . At the end of the analysis, there were 11 categories, 30 subcategories and 90 properties. The experiences of the family members and the nurses were analysed separately because of their explicit contexts, and the data were connected in the selective coding process when the core category was identified. The core category was named as caring approach of nurses interacting with family members.
| RESULTS
| Participants' background information
The family members were mostly women (n = 15). Participants' ages ranged between 32-61 years of age. Nurses too were mostly women (n = 12). Their ages ranged between 32-55 years of age.
| Setting
In all of the interviews, the atmosphere was warm and sensitive, especially with the family members. They were pleased with their opportunity to participate in the interviews because there was some- The nurses freely related their experiences of providing emotional support to family members of stroke victims. In the interviews, the researcher used open questions which were guiding the interview process. The researcher took care that the participants stayed in the topic (Fontana & Frey, 2000) .
| Caring interaction
In the dissertation study, the substantive theory was named Caring
Interaction. The core category explored here was termed as caring T A B L E 2 An example of the original expressions in the interviews, their substantive codes and subcategories
Original expressions Substantive codes Subcategories
… they said hello and were quite… (FM1) There was a tendency for nurses to actively make contact with the family members during their visits to the acute ward. Nurses also told how giving emotional support to the family members sometimes required independent decisions to be made. Knowing your own limits reflected those situations when nurses met family members and nurses always tended to know their own limits. For example, if the situation with the family members was extremely difficult, it was possible to consult psychiatric nurses. The nurses on the acute wards told that it was extremely important to be able to recognise whether the nurse was capable of meeting and handling the diverse range of feelings that arose in family members. Most of the nurses felt that therapeutic conversation with family members was not an area of expertise in an acute ward setting. Separating work and leisure time reflected that it was an important way for nurses to save mental resources for their daily work. During their leisure time, nurses felt that the situations they met in the line of their work were out of mind. This gave them an opportunity to relax, and because of this, they had more resources for giving emotional support. They also got new energy for daily nursing care. Prioritizing your own work reflected situations when the patient's condition deteriorated. Taking care of the patient was the most important thing; however, they usually explained the situation to the family members. As a consequence of this, family members felt they were cared and noticed by the nurses and they felt this was extremely important.
Using intuition in holistic care described meeting family members at the right time, getting a grip of oneself in a difficult situation, encouraging the family members to express their feelings and warm interactions. Intuition is literally defined as "presence," "visible,"
"clear" and "insight." In other word, it is a human ability for knowing or doing without adequate reasons (Thompson, 2014) .
Meeting family members at the right time reflected how it was important that nurses used their intuition when meeting the family members. One nurse described this: "If I see that some of the family members feel very bad and they are alone, I will hug them." (Interview 1/Nurse3).
There might be many situations where the body language of the family members revealed their feelings and indicated that this was an appropriate time to meet when they needed emotional support.
It was seen as question about how "you read" the body language of the family member. There were also emotional feelings that arose between nurses and family members.
Getting a grip of oneself in difficult situations reflected situations where nurses have to be able to give support to the family members, even though the patient's condition might be very serious and unstable, and there was little hope to be seen in the patient's situation. In spite of this, nurses have to be strong, calm and sensitive at the is not forbidden. When they are trying to say 'I'm not…' I encourage them to cry." (Interview 3/Nurse 2). In addition, when the family member was alone and sad, it was easier to give them emotional support.
Giving time described listening, "walking beside" the family members and pacification. Listening reflected how important it was for family members that they had enough time to discuss matters with the nurses, and at the same time felt that they were cared for and noticed. When the family members were confused and frantic, the best help was a sensitive nurse who spent time with them and listened. Nurses said that in phone conversations with family members, their listening process was more private and intense than when talking face to face. It was also easier to talk with family members when some time had passed after the patient had become ill. 
Permission to give information about the patient's situation
reflected that the nurses knew they had to be very sensitive when giving information about the patient's condition to family members and did it only with the patient's permission when it was possible.
Some of the patients had signed consent for the provision of the information for the situations where they cannot give permission to give information about their own situation. Provision of guidance reflected how nurses were pleased to give any kind of guidance related to patient care. Some family members wanted to learn nursing tasks, for example give an injection or bladder catheterisation. This helped them during patient's rehabilitation at home. After provision of guidance, family members were very pleased and they felt themselves stronger and very necessary in provision of care also with the nurses. nurses were able to conduct themselves in a more peaceful manner, and this could be felt by the family members. They were very sensitive to the atmosphere in the patient's room. The nurses described their experiences in this way: "Nurses ought to tell the family members that it is not the end for the patient when they leave the hospital. We don't know what their future will be, but those patients who are admitted to the rehabilitation ward are lucky." (Interview 2/Nurse 1).
Nurses build trust for the future of the family members
Patients' admission to the rehabilitation ward after the acute phase of care gave also more emotional support to the family members because they felt that the patients were better cared for.
A main category concerned the Family members' experiences about the care given by nurses and reflected participating in the care of the patient and feeling trust towards the nurse.
Participating in the care of the patient includes when nurses proposed meeting the doctor, and the family members felt that this helped take care of their needs. They also thought that it was easier to make contact with the nurses than the doctors. The initiative to arrange meetings with the doctor was mostly instigated by the nurses. Family members were very careful and sensitive to ask for the meetings with doctors. Most of them wanted only to attend.
Asking family members to take part in a care meeting reflected the situation where the nurses encouraged family members to attend meetings arranged by a multiprofessional team to discuss the patient's care. "We were feeling quite excluded, but the nurses asked me to take part in the care planning for the patient. It happened when I was on the ward and it was possible for me to attend." (Family member 7).
Especially, the family members felt that these meetings were occasions where they were listened to, and there was a chance to address specific issues, for example as to what would happen when the patient came home. These were also situations where the family members felt themselves useful. They felt that the real reason to attend was extremely important while their opinions were asked about patients' care. Taking care of the personal welfare of family members referred to situations when the family members felt a need to rest, but still wished to stay near the patient. "So, one of these nurses came and asked: 'Have you got anything to eat and drink?'
Again, there was someone who took care of us. These are little things, but just at that moment, it was really important." (Family member 4).
There were also some recollections of when a nurse had advised the family member to go home, when the nurse felt it to be the best action for a family member who was tired and exhausted. The nurses told family members they could phone the ward at any time in order to ask about the patient's condition, day or night. Small things were important to the family members such as a sense of feeling valued, and manner in which nurses approached them could help them to feel better and prompt them to get emotional support.
Usually, family members felt themselves to be very comfortable in the ward setting, and one family member recalled: "I was given a morning coffee. I found this very friendly as they served this because the cafeteria was still closed." (Family member 11).
Feeling trust towards the nurse described aspects of telling the truth and feeling safe. Telling the truth reflected how important family members felt it that the nurse should tell them the truth, and this caused them to feel safe and secure at the same time. Sometimes there might be sensitive or difficult things to be relayed about the patient's condition, and the manner in which the nurse told them was felt to be important. The fact that the nurse looked them in the eyes when they spoke strengthened their feelings of confidentiality.
There were sometimes things that were left unsaid; however, this often saved the family members from extra worry. The family members felt that a feeling of trust was especially important when receiving emotional support. Feeling safe reflected the feelings of family members when the patient was well and they felt more confident in the nurses' actions. In this situation, nurses have more time to be with family members and that is why the family members also felt they received more emotional support in this situation. One family member described feeling safe as a "warm sense of well-being which one could sense around the patient." They also felt they could detect from the atmosphere in the ward whether everything was fine, if the nurses behaved calmly. When leaving the ward, the family members were confident that everything possible was being done for the patient's safe care, and that the nurses were expert in their duties. When the patient got better and their rehabilitation moved forward, the family members felt safe and they felt that they had received appropriate emotional support. In this study, nurses and family members found it important that nurses looked family members in the eye when talking to them, and this also helped family members to feel trust towards the nurse. It also made family members feel confident that the nurse told them the truth. The way the nurse did this was also important. When the atmosphere was calm and peaceful in the ward, the nurse's behaviour was friendly and not tense, then the family members felt more confident. This also conveyed a feeling that everything was under control in regard to the patient situation, and was reflected in a calm atmosphere being sensed on the ward. In an earlier study on stroke patients' families, Cecil et al. (2010) discovered that family members really appreciated nurses who were present and listened to them.
| DISCUSSION
According to this study, giving time to family members and listening to them carefully were also recognised as important factors. In a study that focused on patients' and family members' experiences of effective nursing support, Mattila et al. (2014) found that although family members had confidence in the care patients received, this was enhanced when they received emotional support from the nurses. Specifically, confidence was developed in family members when the nurses' attitude towards the patient was respectful, and the nurses' care was seen as professional and responsible.
In this study, the fact that nurses felt useful in their profession reflected the manner in which they engaged with the family members. Intuition was needed in many cases when making independent decisions in caring situations, and also when encountering family members. In earlier research, Coco et al. (2013) found that acknowledging family members' individuality and granting them respect were integral elements of providing emotional support. A family member's emotional state was one of the most important factors in Caring
Interactions, and nurses showed real care about the family members' life situations by interpreting their body language and being "silently present."
"Walking beside" and "pacification" were important concepts that were present in the nurses' experiences of giving emotional support in Caring Interactions. However, it was not always necessary LEHTO ET AL.
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to be face to face with family members, and intimate feelings were also able to be conveyed and perceived in phone conversations. Discussions between family members and nurses were seen to be more fruitful when they were felt to be private, and thoughts and feelings about both joy and sorrow were able to be changed. Mattila et al. (2014) found similar results in their study focusing on the support of the family members of cancer patients, where nurses tried to empathise with the family members' situation and let them express their feelings about delight and sorrow, in a care-oriented relationship.
| CONCLUSIONS
This research has demonstrated that the caring approach of nurses interacting with family members includes many sensitive factors which are important to both family members and nurses. Nurses realised that interaction with the family members needed understanding and listening, and during the interviews, both nurses and family members felt that it was important to speak about emotional support and its' necessity, even during acute phase of patients' care.
The research showed that it is important that nurses use their intuition in providing holistic care, and the family members felt that trust towards the nurse was the most important issue, and led to them feeling safe during what is an emotional and difficult time.
This study provides an explanation of the interaction process between family members and nurses. It helps family members and nurses to better understand each other. Although the data were collected 5 years ago, it is assumed that the interaction between family members and nurses has not changed during these years remarkably.
| RELEVAN CE TO CLINICAL PRACTICE
Family members are in a key position to participate in the care of stroke patients. However, they also need the support of nurses when their close ones are in the acute phases of care. High-quality interactions between family members and nurses is an important factor in providing emotional support. According to the family members and nurses who participated in this research, emotional support was seen as the caring approach of nurses interacting with family members.
Nurses can develop themselves in this area, and their professional experience and acting in line with the nursing vocation has a strong influence on how nurses interact with family members. This is an extremely important aspect to teach young nursing students, and there is always a moment where nurses have time to take family members into account-it takes only a few minutes.
